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Prevalence of Erectile and Ejaculatory Difficulties among Men in 
Croatia
Aim To determine the prevalence and risk factors of erectile difficulties 
and rapid ejaculation in men in Croatia.
Method We surveyed 615 of 888 contacted men aged 35-84 years. The 
mean age of participants was 54 ± 12 years. College-educated respon-
dents and the respondents from large cities were slightly overrepresented 
in the sample. Structured face-to-face interviews were conducted in June 
and July 2004 by 63 trained interviewers. The questionnaire used in in-
terviews was created for commercial purposes and had not been validated 
before.
Results Out of 615 men who were sexually active in the preceding month 
and gave the valid answers to the questions on erectile difficulties and rap-
id ejaculation, 130 suffered from erectile or ejaculatory difficulties. Men 
who had been sexually active the month before the interview and gave 
the valid answers to the questions on sexual difficulties reported having 
erectile difficulties more often (77 out of 615) than rapid ejaculation (57 
out of 601). Additional 26.8% (165 out of 615) and 26.3% (158 out of 
601) men were classified as being at risk for erectile difficulties and rapid 
ejaculation, respectively. The prevalence of erectile difficulties varied from 
5.8% in the 35-39 age group to 30% in the 70-79 age group. The asso-
ciation between age and rapid ejaculation was curvilinear, ie, U-shaped. 
Rates of rapid ejaculation were highest in the youngest (15.7%) and the 
oldest (12.5%) age groups. Older age (odds ratios [OR], 6.2-10.3), over-
weight (OR, 3.3-4.2), alcohol (OR, 0.3-0.4), intense physical activity 
(OR, 0.3), traditional attitudes about sexuality (OR, 2.8), and discussing 
sex with one’s partner (OR, 0.1-0.3) were associated with erectile diffi-
culties. Education (OR, 0.1-0.3), being overweight (OR, 22.0) or obese 
(OR, 20.1), alcohol consumption (OR, 0.2-0.3), stress and anxiety (OR, 
10.8-12.5), holding traditional attitudes (OR, 2.8) and moderate physical 
activity (OR, 0.1) were factors associated with rapid ejaculation.
Conclusion The prevalence of erectile difficulties was higher than the 
prevalence of rapid ejaculation in men in Croatia. The odds of having 
these sexual difficulties increased with older age, overweight, traditional 
attitudes toward sex, and higher level of stress and anxiety.
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A growing number of international studies 
on sexual health issues suggest that many women 
and men worldwide have sexual health problems 
(1-4). According to surveys based on commu-
nity samples, the prevalence of male sex distur-
bances ranges between 10% and 50% (2,4). The 
most frequent male sexual disturbance seems to 
be premature or rapid ejaculation (5,6), reported 
to range from 4% to 29% (6). The Global Study 
of Sexual Attitudes and Behaviors estimated the 
prevalence of rapid ejaculation at approximately 
30% across all age groups (7). Actually, it seems 
to be the most common of all male sexual distur-
bances (5-9). However, when objective defini-
tion of rapid ejaculation is attempted, problems 
arise (9,10). According to the fourth edition of 
Diagnostic and Statistical Manual of Mental Dis-
orders (DSM-IV), rapid ejaculation is a persis-
tent or recurrent onset of orgasm and ejaculation 
with minimal sexual stimulation before, upon, 
or shortly after penetration and before the per-
son wishes it (11). It results in pronounced dis-
tress or interpersonal difficulties and is not exclu-
sively due to the direct effects of a substance used 
(11). Although useful for clinical practice, this 
definition does not offer precise guidelines for 
epidemiological research. As indicated by large 
discrepancies in the prevalence rates (6), epide-
miological analyses of rapid ejaculation are char-
acterized by definition and measurement incon-
sistencies (1,10,12).
In spite of the lack of agreement as to what 
constitutes rapid ejaculation (12) and the fact 
that it is not a well-understood problem (5,13), 
the consequences are well known. Chronic rap-
id ejaculation is accompanied by an array of psy-
chological problems, including a psychogenic 
erectile dysfunction (14). Rapid ejaculation can 
seriously burden interpersonal dynamics and de-
crease sexual satisfaction (15) and sometimes the 
overall quality of intimate relationship (16,17). 
In addition to frustrations, withdrawal (includ-
ing the lack of desire and cessation of sexual con-
tacts), and strained relationship, rapid ejacula-
tion causes changes in self-image and one’s sense 
of masculinity. It has been shown that rapid ejac-
ulation has similar psychological impact as erec-
tile problems, especially in terms of self-confi-
dence and worries over the relationship, both the 
present and the future ones (14).
Psychologically and culturally, erectile diffi-
culties are the most dreaded male sexual problem 
(16,18,19), which not only result in deep frustra-
tion, but often lead to a crisis of masculine iden-
tity (19). Recent pharmacological breakthrough 
has initiated a rapid growth of interest in the epi-
demiology of erectile difficulties. Current studies 
suggest that a sizeable proportion of adult men 
suffer from erectile difficulties and that the like-
lihood of erectile difficulties increases with age 
(1-4). According to a recently published system-
atic review, the prevalence of erectile difficulties 
ranges from 2% in men younger than 40 years to 
over 80% in men aged 80 years or more (4). Due 
to the aging of population, the number of men 
with erectile difficulties is expected to be rising 
(20,21). The projection based on the results of 
the Massachusetts Male Aging Study (MMAS) 
from 1995 is that the number of men with the 
condition will more than double by 2025 (22).
How do we explain considerable variations 
in reported prevalence rates of erectile difficul-
ties? Methodological and conceptual differenc-
es between the studies (1,3,4,23) seem to be the 
main reason, although the effect of culture-spe-
cific perception of sexual problems should not 
be underestimated (24). In spite of a large num-
ber of population or community sample studies 
(18,20,25-38), inconsistent definitions and op-
erationalization seriously hamper the analysis of 
the role of culture in perception and reporting of 
erectile difficulties in men.
In transitional countries, sexual health is a 
rather neglected research area. The main rea-
son for that is the lack of education and research 
training of possible investigators in the field of 
sexology. In Croatia, sexual health issues have 
only recently gained attention as a topic worthy 
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of clinical (39) and non-clinical research (40,41). 
Our aim was to determine the prevalence of and 
risk factors for erectile difficulties and rapid ejac-
ulation in a national sample of Croatian men.
Participants and methods
Sampling procedure
Target population was male citizens of Cro-
atia aged ≥35 years living in private households. 
According to 2001 Croatian census, the to-
tal population size of men of the given age was 
1 128 837.
We performed a four-stage, two-way strati-
fied random sampling for 21 Croatian coun-
ties and size of the settlements in terms of the 
number of male citizens living in private house-
holds. Six strata of settlement size were defined 
as follows: <499 men, 500 to 1 999, 2 000 to 
9 999, 10 000 to 39 999, 40 000 to 99 999, and 
100 000 men and more. Allocation of sampling 
points was proportional to stratum sizes. In the 
first stage, we chose settlements as the primary 
sampling points with a probability for men to 
be chosen proportionate to the size of the set-
tlement. In the second stage, we performed sys-
tematic sampling of 178 starting sampling points 
within the each settlement, using the alphabeti-
cal list of all streets and systematically sampling 
all street numbers (addresses). In the third stage, 
households were chosen by a random walk from 
the starting points. In the settlements of up to 
4 000 inhabitants, a random walk was done 
with no dispersion. In the settlements of more 
than 4 000 inhabitants, a random walk includ-
ed “jump” of six households. In the fourth stage, 
the last birthday method was used to choose a re-
spondent within a household with more eligible 
respondents. Additional quota control was ap-
plied to control for the total number of respon-
dents younger and older than 55. Only one re-
spondent was approached in each household.
Sample size
Under the assumption of erectile difficulties 
prevalence of 30% (39) in the total population 
size of 1 128 837 men aged ≥35 years, the need-
ed sample size was 896 respondents. The expect-
ed power of statistical test for the main result of 
erectile difficulties was calculated to be 0.85. De-
sired level of precision was set to ±3%, and the 
level of significance to 0.05.
Respondents
A total of 1401 eligible respondents was con-
tacted. Of them, 92 were not at home at the time 
of visit (twice), 78 were not interviewed because 
the age quota was already reached for that partic-
ular starting point, 279 refused to be interviewed, 
and the additional 64 started, but did not finish 
the interview (40 refused to answer sexuality re-
lated questions). The remaining 888 men aged 
≥35 years completed the structured interview. 
Table 1. General characteristics of a representative sample of 
men aged ≥35 years in Croatia
Characteristic No. (%) of respondents
Age group (y):
 35-39 135 (15.4)
 40-49 248 (28.4)
 50-59 189 (21.6)
 60-69 190 (21.7)
  ≥70 112 (12.8)
 total* 874 (100.0)
Marital status:
 married 718 (80.9)
 single  53 (6.0)
 divorced  52 (5.9)
 widowed  65 (7.3)
 total 888 (100.0)
Educational level:
 college and university (higher) 180 (20.3)
 secondary 449 (50.6)
 elementary 259 (29.2)
 total 888 (100.0)
Residence:
 small towns (≤1999 population) 286 (32.2)
 towns (2000-39 999 population) 418 (47.1)
 cities (≥40 000 population) 184 (20.7)
 total 888 (100)
Employment status:
 employed 406 (46.1)
 unemployed 118 (13.4)
 retired 357 (40.5)
 total† 888 (100.0)
Sexually active in the previous month:
 yes 669 (75.3)
 no 219 (24.7)
 total 888 (100.0)
*Missing data for 14 (1.6%) men.
†Missing data for 7 (0.8%) men.
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Population of men in Croatia, respondents, and 
non-respondents were of comparable age.
With respect to age, marital status, and re-
gional distribution of the population, our sample 
was representative of Croatian population (Ta-
ble 1). College and university educated respon-
dents were overrepresented in our sample (20% 
vs 13% in the population). Residents of small set-
tlements were underrepresented (32% vs 48% in 
the population), whereas men from larger settle-
ments were overrepresented (47% and 21% of 
men living in towns and cities, respectively, vs 
28% and 24% in the population). Response rate 
was lower in smaller settlements than in urban 
centers and in the rural, continental part of the 
Split region.
Three-quarters of respondents (n = 669) re-
ported being coitally active in the month preced-
ing the study. Those who did not have sex during 
the period were omitted from the analyses. Out 
of 669 respondents, 615 gave the valid answers 
to the questions on erectile dysfunction, and 
601 gave valid answers to the questions on rapid 
ejaculation. Total item non-response was 8% for 
questions on erectile dysfunction (54 out of 669 
respondents who had been coitally active in the 
month preceding the study) and 10% (68 out of 
669) for questions on rapid ejaculation.
Data collection
Structured face-to-face interviews were con-
ducted in June and July 2004 by 63 trained in-
terviewers of whom 63% were women and 18% 
were medical students or medical school gradu-
ates. Data collected by male and female inter-
viewers were compared because of the possible 
influence of the sex of the interviewer on the re-
spondent’s readiness to provide true and com-
plete answers. Prevalence of reported erectile 
difficulties did not significantly differ among 
respondents interviewed by female and male 
interviewers (13.1% vs 11.7%, respectively, 
P = 0.700). However, respondents seemed to 
be less reluctant to talk about rapid ejaculation 
with male than with female interviewers (16.1% 
vs 5.0%, respectively, P<0.001). Approximately 
20% of all respondents were contacted after the 
interview to verify that they were interviewed; 
the duration and the date of interviews were also 
checked. In 14 cases where serious deviations 
from the sampling or interviewing plan were no-
ticed, the interviews were repeated. The possible 
explanation of not obtaining the answers to key 
items on erectile dysfunction and rapid ejacula-
tion could be the respondents’ discomfort to talk 
about these issues.
Questionnaire
The questionnaire consisted of 19 items as-
sessing different aspects of general health, 7 items 
measuring health consciousness, 17 stress- and 
anxiety-related items, and 8 items to collect so-
ciodemographic data. At the end of the question-
naire, 20 variables related to sexual functioning, 
sexual partners, attitudes toward sexuality, and 
respondent’s sexual satisfaction were included. 
The questionnaire, created by the authors, was 
designed for a commercial study on age, health, 
and sexual functioning, and was not previously 
validated.
To assess prevalence of erectile difficulties we 
used two indicators, the erection achievement 
(“When you attempted sexual intercourse dur-
ing the last month, how often were you able to 
penetrate your partner?”) and the erection main-
tenance indicator (“During sexual intercourse 
within the last month, how often were you able 
to maintain your erection after you had pene-
trated your partner?”) The answers to both ques-
tions were recorded on a 4-item scale, from “nev-
er” to “often.” All respondents who answered 
“never” or “rarely” on one or both questions 
were classified as having erectile difficulties. The 
respondents who answered that they managed 
to achieve and/or maintain erections “half of 
the time” they attempted intercourse in the last 
month were classified as being at risk of erectile 
difficulties.
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For assessing rapid ejaculation, a single indica-
tor was used. Since the measurement of ejacula-
tory latency (the length of time between penetra-
tion and ejaculation) forms the basis of current 
clinical studies on rapid ejaculation (12) and is 
the most commonly used measure (10), we asked 
respondents the following question: “After you 
penetrated your partner, how often it happened 
that you ejaculated in less than 2 minutes?” A 2-
minute latency period was chosen because it is 
currently the most frequently used cutoff (6,10). 
Respondents could choose one of the four an-
swers: “never,” “rarely,” “half of the times,” and 
“often.” The respondents who reported that they 
often ejaculate in less than 2 minutes were clas-
sified as having rapid ejaculation. Those who re-
ported rapid ejaculation half of the times were 
considered at risk of rapid ejaculation.
Body mass index (BMI) was calculated as 
weight (kg) divided by squared height (m). Men 
were categorized as underweight or normal (BMI 
≤25), overweight (BMI <25 to ≤30), or obese 
(BMI >30).
The level of stress and anxiety was operation-
alized through an average score on five indica-
tors, all highly loaded on the same factor. Five 
items inquired about nervousness and irritation; 
perception of control over one’s life; feeling un-
der stress; and arguments with other adult mem-
bers of the family. The aggregated index of stress 
and anxiety had moderate reliability (α = 0.69). 
An index of physical activity was determined on 
the basis of frequency of intense physical activity 
and walking for at least 20 minutes. Respondents 
who answered “up to once a week” on both ques-
tions were classified as having low physical activ-
ity. Those who answered “once a week or less” 
to the question about intense physical activity 
and “more often” to the question about walking 
were classified as having moderate physical activ-
ity. Respondents who replied “more often” to in-
tense physical activity question and “once a week 
or less” to the question about walking were clas-
sified as having high physical activity. Finally, 
those who answered “more often” to both ques-
tions were classified as being intensely physically 
active. To determine the presence of chronic ill-
ness, the respondents were asked if they took any 
medications to treat a chronic illness. Responses 
to questions about alcohol intake and smoking 
were recorded on a 7-item scale (1 = “never” to 
7 = “several times a day”). Traditional moral at-
titudes regarding sexuality were measured as av-
erage score on two highly correlated (r = 0.51; 
P<0.001) variables: “One should avoid premari-
tal sexual activities” and “Regarding sexuality, re-
ligion is the best moral guide.” As an indicator of 
the quality of relationship, we used the question 
about the frequency of discussing sexual issues 
with a partner during the last 12 months. Re-
sponses were recorded on a 4-item scale ranging 
from “never” to “often.”
Statistical analysis
Reliability analysis and principal component 
analysis were used to establish the level of inter-
nal consistency of various instruments, and to 
construct reliable one-dimensional indicators. 
We applied χ2 test to assess the differences in the 
prevalence of erectile difficulties and rapid ejac-
ulation in different age groups. In multivariate 
analyses, we used sociodemographic indicators 
(age, education, and income), alcohol abuse, tra-
ditional morality, and relationship indicators. 
Logistic regression analysis was used to produce 
unadjusted and adjusted odds ratios (OR) with 
95% confidence intervals (95% CI), which in-
Figure 1. Prevalence of erectile dysfunction and rapid ejaculation 
in men by age. Closed bars – erectile dysfunction (n=77); open 
bars – rapid ejaculation (n=57).
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dicated the likelihood of having erectile diffi-
culties or rapid ejaculation for men with certain 
characteristics relative to the reference group (no 
erectile difficulties or rapid ejaculation). Adjust-
ed odds procedure (multiple logistic regression) 
controlled for the effect of other characteristics. 
All statistical analyses were performed with SPSS 
11.0 (SPSS Inc., Chicago, IL, USA) statistical 
software package. P value of <0.05 was consid-
ered statistically significant.
Results
One-fifth of interviewed men (130 out of 
615 respondents who had been sexually active 
the month before the interview and gave val-
id answers to the questions on erectile dysfunc-
tion and rapid ejaculation) experienced impaired 
sexual functioning in the month preceding 
the study. Erectile difficulties were reported by 
12.5% (77 out of 615 respondents who had been 
Table 2. Prevalence of rapid ejaculation in a representative sample of men aged ≥35 years in Croatia*
No. (%) of men OR (95% CI)
Characteristic with rapid ejaculation (n = 57) total (n = 601) unadjusted adjusted†
Age group (y):
  ≤39 19 (15.7) 121  1  1
 40-49 21 (10.9) 193  0.7 (0.3-1.3)  1.4 (0.5-3.5)
 50-59  5 (3.6) 139  0.2 (0.1-0.6)  0.5 (0.1-1.9)
 60-69  7 (6.9) 102  0.4 (0.2-1.0)  1.5 (0.4-5.7)
 70-79  5 (12.5)  40  0.8 (0.3-2.2)  2.7 (0.5-14.1)
Education:
 elementary 31 (20.7) 150  1  1
 secondary 11 (3.5) 318  0.1 (0.1-0.3)  0.1 (0.0-0.3)
 higher 15 (11.3) 133  0.5 (0.3-1.0)  0.3 (0.1-0.9)
BMI:
  ≤25  1 (0.7) 148  1  1
 <25-≤30 32 (12.5) 255 21.1 (2.9-156.1) 22.0 (2.5-190.0)
 >30 24 (12.2) 197  2.4 (2.7-152.6) 20.1 (2.2-184.7)
Income (HRK):
 <1000  8 (9.0)  89  1
 1000-3000 13 (9.0) 145  1.0 (0.4-2.5)
 3001-4500  8 (6.1) 131  0.7 (0.2-1.8)
 >4500 28 (12.2) 230  1.4 (0.6-3.2)
Alcohol:
 once a month or less 34 (19.2) 177  1  1
 once a week or less  9 (7.8) 115  0.4 (0.2-0.8)  0.3 (0.1-0.8)
 several times per week  7 (5.6) 124  0.3 (0.1-0.6)  0.5 (0.2-1.4)
 every day  7 (3.8) 185  0.2 (0.1-0.4)  0.2 (0.1-0.6)
Smoking:
 no 40 (12.0) 333  1  1
 yes 17 (6.6) 257  0.5 (0.3-0.9)  0.9 (0.5-2.3)
Medication:
 no 30 (8.3) 362  1
 yes 27 (11.3) 238  1.4 (0.8-2.5)
Talking about sex with a partner:
 never  8 (16.7)  48  1  1
 rarely  5 (4.2) 119  0.2 (0.1-0.7)  0.1 (0.0-0.4)
 sometimes 15 (7.1) 211  0.4 (0.2-1.0)  0.3 (0.1-1.2)
 often 29 (13.2) 220  0.8 (0.3-1.8)  0.4 (0.1-1.4)
Traditional sex attitudes:
 no 23 (5.8) 399  1  1
 yes 33 (16.6) 199  3.3 (1.9-5.7)  2.8 (1.3-5.9)
Physical activity:
 low 13 (12.4) 105  1  1
 moderate  4 (2.2) 182  0.2 (0.1-0.5)  0.1 (0.0-0.4)
 high 10 (13.2)  76  1.1 (0.4-2.6)  1.0 (0.3-3.4)
 intense 30 (12.6) 238  1.0 (0.5-2.1)  0.5 (0.2-1.5)
Stress and anxiety:
 low  2 (1.5) 130  1  1
 moderate 41 (11.3) 364  8.1 (1.9-34.1) 10.8 (1.4-86.7)
 high 14 (14.0) 100  1.4 (2.3-47.0) 12.5 (1.4-115.9)
*Abbreviations: OR – odds ratio; CI – confidence interval; BMI – body mass index; HRK – Croatian Kuna (€1 = HRK7.4).
†Independent variables that were insignificantly associated with the dependent variable at the level of univariate logistic analysis (unadjusted OR) were omitted from 
the multivariate logistic analysis (adjusted OR).
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sexually active the month before and gave valid 
answers to the questions on erectile dysfunction) 
and rapid ejaculation by 9.5% (57 out of 601 
who had been sexually active the month before 
and gave the valid answers to the questions on 
rapid ejaculation). Additional 26.8% (165 out of 
615) and 26.3% (158 out of 601) were classified 
as being at risk for erectile difficulties and rapid 
ejaculation, respectively.
The prevalence of reported erectile difficulties 
increased with respondents’ age (Figure 1). Rap-
id ejaculation was most prevalent in the young-
est (35-39 years) and the oldest age group (70-79 
years). However, the association between age and 
rapid ejaculation did not reach the level of statis-
tical significance when controlled for other vari-
ables (Table 2).
Independent effects of sociodemographic, at-
titudinal, and relationship variables on erectile 
difficulties and rapid ejaculation were assessed 
with two multiple logistic regression analyses 
(Tables 2 and 3). Odds of having erectile difficul-
Table 3. Prevalence of erectile difficulties in a representative sample of men aged ≥35 years in Croatia*
No. (%) of men OR (95% CI)
Characteristic with erectile dysfunction (n = 77) total (n = 615) unadjusted adjusted†
Age group (y):
  ≤39  7 (5.8) 120 1  1
 40-49 14 (7.0) 201 1.2 (0.5-3.1)  3.0 (0.6-14.7)
 50-59 25 (17.7) 141 3.5 (1.5-8.4)  6.2 (1.3-29.4)
 60-69 19 (17.8) 107 3.5 (1.4-8.7)  6.3 (1.3-30.6)
 70-79 12 (30.0)  40 6.9 (2.5-19.2) 10.3 (1.8-60.0)
Education:
 elementary 16 (10.2) 157 1
 secondary 39 (12.1) 322 1.2 (0.7-2.3)
 higher 22 (16.2) 136 1.7 (0.9-3.4)
BMI:
  ≤25 10 (6.5) 155 1  1
 <25-≤30 42 (16.0) 262 2.8 (1.4-5.7)  3.3 (1.1-10.0)
 >30 25 (12.7) 197 2.1 (1.0-4.5)  4.2 (1.3-13.6)
Income (HRK):
 <1000 11 (12.5)  88 1
 1000-3000 30 (19.5) 154 1.7 (0.8-3.6)
 3001-4500 13 (9.6) 136 0.7 (0.3-1.7)
 >4500 21 (9.1) 231 0.7 (0.3-1.5)
Alcohol:
 once a month or less 33 (17.7) 186 1  1
 once a week or less 12 (9.9) 121 0.5 (0.3-1.0)  0.3 (0.1-1.0)
 several times a week 13 (10.4) 125 0.5 (0.3-1.1)  0.4 (0.2-1.0)
 every day 19 (10.4) 183 0.5 (0.3-1.0)  0.6 (0.4-1.3)
Smoking:
 no 50 (14.6) 342 1
 yes 27 (10.3) 262 0.7 (0.4-1.1)
Medication:
 no 28 (7.5) 372 1  1
 yes 49 (20.2) 242 3.1 (1.9-5.1)  1.6 (0.8-3.1)
Talking about sex with a partner:
 never 19 (35.2)  54 1  1
 rarely 21 (17.4) 121 0.4 (0.2-0.8)  0.3 (0.1-0.8)
 sometimes 19 (8.7) 219 0.2 (0.1-0.4)  0.2 (0.1-0.6)
 often 16 (7.3) 218 0.2 (0.1-0.3)  0.1 (0.0-0.3)
Traditional sex attitudes:
 no 38 (9.5) 402 1  1
 yes 39 (18.6) 210 2.2 (1.4-3.5)  2.8 (1.5-5.3)
Physical activity:
 low 18 (16.7) 108 1  1
 moderate 31 (16.1) 192 1.0 (0.5-1.8)  1.0 (0.5-2.3)
 high 11 (14.5)  76 0.9 (0.4-1.9)  0.8 (0.3-2.2)
 intense 17 (7.1) 239 0.4 (0.2-0.8)  0.3 (0.1-0.8)
Stress and anxiety:
 low 11 (8.1) 135 1  1
 moderate 41 (10.9) 375 1.4 (0.7-2.8)  1.4 (0.6-3.3)
 high 20 (20.4)  98 2.9 (1.3-6.4)  2.1 (0.7-6.0)
*Abbreviations: OR – odds ratio; CI – confidence interval; BMI – body mass index; HRK – Croatian Kuna (€1 = HRK7.4).
†Independent variables that were insignificantly associated with the dependent variable at the level of univariate logistic analysis (unadjusted OR) 
were omitted from the multivariate logistic analysis (adjusted OR).
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ties were significantly influenced by age, weight, 
alcohol intake, physical activity, sex attitudes, 
and discussing sex with a partner (Table 3). The 
odds of having erectile difficulties were over 10 
times greater among the respondents in the 70-
79 age group then among those in the 35-39 age 
group (adjusted OR, 10.3; 95% CI, 1.8-60.0). 
Obese men were over 4 times more likely to have 
erectile difficulties than men with normal BMI 
(adjusted OR, 4.2; 95% CI, 1.3-13.6). While ad-
vanced age, obesity, and holding traditional sex 
attitudes increased the likelihood of having erec-
tile difficulties, intense exercise, moderate alco-
hol intake, and the quality of relationship act-
ed as preventive factors. Taking medications for 
chronic illness and stress were found significant 
in univariate analysis (unadjusted OR, 3.1; 95% 
CI, 1.9-5.1), but their influence was not con-
firmed in the multivariate analysis (Table 3).
Higher education level, moderate physical ac-
tivity, and alcohol intake decreased the odds of 
having rapid ejaculation, whereas overweight or 
obesity, anxiousness and stress, and traditional 
attitudes toward sex increased it (Table 2). For 
example, the odds of having rapid ejaculation 
were 22 times higher among overweight men 
than among men with normal BMI (adjusted 
OR, 22.0; 95% CI, 2.5-190.0). Age and smoking 
were significantly associated with rapid ejacula-
tion only in univariate analysis (Table 2).
The combined rate of erectile difficulties 
(men with erectile difficulties + men at risk for 
erectile difficulties) was 39.3% and the com-
bined rate of rapid ejaculation was 35.8%. As ex-
pected, respondents with erectile difficulties and 
rapid ejaculation reported significantly lower 
sexual satisfaction than men with no difficulties 
(erectile difficulties: χ24 = 26.47, P<0.001; rap-
id ejaculation: χ24 = 24.50, P<0.001). However, 
we found that decreased satisfaction was not the 
norm. Among men with erectile difficulties, 49% 
stated that they were “rather satisfied” with their 
sex life, while 3% said that they were “very satis-
fied”. Similarly, 61% of respondents with rapid 
ejaculation were “rather satisfied” and additional 
16% “very satisfied” with their sex life.
Discussion
We found that a sizeable proportion of men 
aged ≥35 years experienced impaired sexual func-
tioning, with erectile difficulties being more prev-
alent than rapid ejaculation. The prevalence of 
erectile difficulties was age-related, which is in ac-
cordance with other studies (1,3,4,18,20,27,35), 
whereas rapid ejaculation was nonlinearly associ-
ated with age, showing increased vulnerability of 
men under 40 and over 70 years of age. Our find-
ing that rapid ejaculation was least prevalent in 
the 50-59 age group corroborates the results of a 
recent US study (42) and is consistent with com-
plex and often differential psychophysiological 
etiology of rapid ejaculation (8,13).
There is a wide range of psychological (5,43), 
relationship (16,19) and biomedical factors 
(2,31,44,45) that influence sexual function in 
men. In the present study, we found that age, 
above normal weight, intense physical activity, 
moderate alcohol consumption, traditional sex 
attitudes, and discussing sex with a partner were 
independently associated with erectile difficul-
ties. While the effects of being overweight or 
obese (18,46) and exercising (24,34,46,47) are 
straightforward, the effect of holding tradition-
al sex attitudes is less clear. It could be that tra-
ditional attitudes contribute to unrealistic ex-
pectations, ignorance about sexual physiology, 
and poor erotic competence (48). They may also 
strengthen the unwillingness to discuss sexual 
difficulties and seek help early. Similarly unclear 
is the finding that discussing sex issues with one’s 
partner is an important element in maintaining 
sexual health. The same association was reported 
in a recent UK study (49). Possibly, communica-
tion about sex decreases the pressure to perform 
and helps a man to create expectations that are 
more realistic. This may result in a lower likeli-
hood of psychogenic erectile difficulties.
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We were not able to confirm the preventive 
effect of education on erectile difficulties, which 
was reported in a number of studies (2,24,47). 
The significant association was found only with 
rapid ejaculation. Also, the effects of medica-
tion for chronic illness (25,37,44), alcohol abuse 
(24,37) and smoking (18,24,25,29,37,50) on 
erectile difficulties were confirmed at the univari-
ate level only. Although no consistent profile of 
men with rapid ejaculation was found (8), our 
analysis showed that education, moderate physi-
cal activity, alcohol, traditional attitudes toward 
sexuality, stress and anxiety, and being overweight 
or obese were significantly associated with rapid 
ejaculation. The association between overweight 
or obesity and rapid ejaculation has not been pre-
viously reported (51), and we can only speculate 
on the possible causes. There could be a com-
mon underlying (genetic) factor, or the growth 
of adipose tissue may increase the likelihood of 
hormonal change leading to both centrally and 
peripherally increased responsiveness to sexual 
stimuli (52). Finally, overweight men, being dis-
satisfied with their body image and having, in 
general, poor self-image, could be more prone 
to stress and anxiety, which are well-known risk 
factors for rapid ejaculation (8,13,31). Stress and 
anxiety enhance arousal and increase sympathet-
ic dominance thus facilitating the ejaculatory re-
flex (13). However, the stress and anxiety could 
also be, at least partly, the consequences of rapid 
ejaculation.
Taken in small amounts, alcohol is anecdot-
ally known to prolong sexual intercourse by de-
creasing performance anxiety and penile sen-
sitivity. Our findings seem to corroborate this 
impression. However, one should not assume 
that the effect of alcohol on rapid ejaculation is 
independent of the frequency of its consump-
tion. Whether or not it is the same mechanism 
responsible for the decreased odds of rapid ejac-
ulation among men who drink once a week and 
those who drink on a daily basis remains un-
known.
A significant association between traditional 
attitudes and rapid ejaculation could be the con-
sequence of unrealistic expectations (8), lack of 
sexual experience (48), which could be responsi-
ble for poorer ejaculatory control, and some rela-
tionship problems related to traditional gender 
role division.
According to DSM-IV, sexual disorders 
should be viewed as problems only if they cause 
significant distress (11). Our findings suggested 
that, although respondents with sexual difficul-
ties reported lower sexual satisfaction than those 
with no difficulties, many men with erectile dif-
ficulties and rapid ejaculation managed to retain 
full sexual satisfaction. Similar findings were re-
ported in other studies (53,54). However, since 
five times less men with erectile difficulties than 
those with rapid ejaculation reported sexual satis-
faction, it seems that erectile difficulties are more 
psychologically damaging.
Our study had several limitations. The ma-
jor limitation was the bias toward more educat-
ed men, caused by a higher refusal rate among 
less educated individuals to participate in the 
study. Since education has preventive effect 
(2,22,24,27), the true prevalence rates of erec-
tile difficulties and rapid ejaculation in our study 
could be underestimated. Another source of bias 
was significantly underreported rapid ejacula-
tion rate when female interviewers were collect-
ing data. This could explain the fact that a recent 
research study carried out in Zagreb, which used 
self-administered questionnaire, found a high-
er rapid ejaculation prevalence rate (13.9). Fur-
thermore, the prevalence of these two disorders 
could have been underestimated because we de-
termined it only in respondents who were sexual-
ly active. Some respondents may not have had sex 
in the preceding month precisely because they 
had erectile difficulties or rapid ejaculation (26). 
Although the ratio of combined rates of erectile 
difficulties and those of rapid ejaculation were 
similar to those reported elsewhere (31,33), this 
unexpected finding could be the consequence of 
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our measurement of rapid ejaculation, which did 
not account for a known subgroup of rapid ejac-
ulators, men who ejaculate before insertion.
Our study was not designed to analyze the 
impact of psychomorbidity on sexual problems. 
Although psychopathology and the related iat-
rogenic factors often cause, and/or contribute to, 
sexual dysfunctions (2,5,31), our questionnaire 
did not include instruments measuring possi-
ble mental health disturbances because we in-
terviewed a non-clinical sample that would yield 
only a miniscule number of individuals with such 
disturbances. The sample of men included in our 
study thereby allows for generalization of our 
findings, which may provide an empirically valid 
account of the prevalence and risk factors of erec-
tile difficulties and rapid ejaculation in Croatia.
To the best of our knowledge, this is the first 
national study on male sexual health disturbanc-
es carried out in a transitional European coun-
try. We hope that assessing potential demand 
for sexual health services would assist in public 
recognition of the importance of sexuality issues 
for quality of life, be instrumental in raising the 
awareness among local health practitioners about 
the importance of sexual health for quality of life, 
and support the development of sexual health 
services in Croatia.
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